Objective: This study aimed to compare quality of life (QOL) between patients with major depressive disorder (MDD) in remission and patients with bipolar disorder (BD) in remission, and to explore the relationship between QOL and demographic, clinical, and cognitive variables. Methods: This study included 49 euthymic patients with MDD, 59 euthymic patients with BD, and 52 healthy controls (HC). The 17-item Hamilton Depression Rating Scale (HAMD-17), Hamilton Anxiety Rating Scale (HAMA), and Young Mania Rating Scale (YMRS) were used to assess symptoms of depression, anxiety, and mania respectively. QOL was assessed with the Chinese version of the World Health Organization Quality of Life Scale Brief (WHOQOL-BREF). Cognitive function was assessed with the repeated neuropsychological assessment scale (RBANS). Results: Compared with HC, patients with MDD had lower overall and subdomain scores (except ENVIR) on the WHOQOL-BREF (p<0.05). The BD group had decreased overall WHOQOL-BREF scores and decreased PHYS and SOCIL subdomain scores (p<0.05). PSYCH scores were lower in patients with MDD, compared with patients with BD (p<0.05). Among patients with MDD, HAMD score was negatively correlated with all domains on the WHOQOL-BREF. Marital status was associated with an increase in subdomain scores on the PSYCH and ENVIR subdomains. In the BD group, attention on the RBANS correlated negatively with PSYCH score; age correlated negatively with SOCIL. Conclusions: QOL of patients with MDD and BD in remission is inferior to that of the normal population. QOL among MDD is inferior to that among BD. Marital status was associated with increased QOL among MDD, but not among BD. Residual symptoms related to depression or anxiety decreased QOL in both MDD and BD. More attention should be paid to the QOL of patients with mood disorders, especially MDD, even during euthymic periods.
Introduction
Mood disorders, also called affective disorders, are characterized by disturbances in mood, disposition, and behavior, or fluctuations in mood from a baseline, that affect an individual's participation in the activities of daily life. There are two main mood disorder diagnoses: major depressive disorder (MDD) and bipolar disorder (BD). The two diagnoses differ substantially. Patients with unipolar depression are merely involved in a low mood state, whereas, patients with BD suffer from both low and high mood. 1 Patients with MDD or BD may be feeling abnormally good or sad for a long period of time and without any apparent reason.
Quality of life (QOL), defined by the World Health Organization (WHO) as "individuals" perceptions of their position in life in the context of the culture and value systems in which they live and in relation to their goals, expectations, standards and concerns", is a broad concept involving physical health, psychological state, personal beliefs, level of independence, social relationships, and living environment. 2 As several studies have shown that both somatic diseases and mental diseases impair QOL, the measure has been used to assess the effectiveness of mental health services. 3, 4 QOL is impaired in MDD and in BD. 1, 5, 6 Increasing evidence suggests that QOL is an important target of well-being, and an important index for patient health. 7 Measurements of QOL have even been recommended as a measure of treatment efficacy and recurrence of depression. 8, 9 There has been a relatively large body of research addressing QOL in patients with mood disorders. It has been demonstrated that QOL is impaired during acute episodes of BD and MDD. One previous study investigated QOL among patients with chronic BD and MDD. 10 Another study used scores on the MOS 20-ITEM short form to demonstrate that patients with BD in clinical remission had reduced QOL.
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Clinically euthymic patients with BD continued to show impaired QOL. 12 Another study confirmed that patients in the stable phase of BD showed lower QOL. 13 Several authors have reported that QOL is not reduced in patients with MDD in remission. 9 However, conflicting reports have been published. One recent study showed that decreased QOL persists during stable stages of MDD. 14 This impairment in QOL is attributed to residual depressive and cognitive symptoms. 15 The main study hypothesis is that QOL may be impaired in patients with mood disorders, who are in remission. The manifestations of this impairment may be affected by demographic characteristics, clinical symptoms, and cognitive function. However, few studies have compared QOL between euthymic patients with MDD and euthymic patients with BD. The current study aimed to study both MDD and BD, compare QOL of euthymic patients with MDD to that with BD, and to probe the relationships between QOL and demographic characteristics, clinical symptoms and cognitive function, using World Health Organization Quality of Life Scale Brief (WHOQOL-BREF).
Materials and methods

Participants and setting
This is a cross-sectional study conducted at Beijing Anding Hospital, Capital Medical University, during the period from September 2014 to September 2016. The patients were enrolled through the outpatient department and required to meet the inclusion criteria: (1) age between 18 and 55 years; (2) BD type 1 or MDD according to DSM-IV, currently in remission; (3) remission defined as HAMD-17 total scores ≤7, YMRS total scores ≤6; (4) Modified electra convulsive therapy (MECT) was not accepted in the previous three months; and (5) ≥9 years of formal education. The exclusion criteria were (1) history or current significant medical or neurological conditions; (2) history or current significant drug/alcohol abuse; (3) pregnant women; and (4) severe suicidal thoughts or suicide attempt. The healthy controls (HC) were enrolled through social recruitment by recruitment advertisement from the community followed by an interview and meet the inclusion criteria: (1) age between 18 and 55 years; (2) inconformity any psychiatric disorders diagnostic criteria for DSM-IV; and (3) no related family history. Exclusion criteria were (1) history or current significant medical or neurological condition; (2) history of head trauma or unconsciousness lasting >1 hr; (3) history or current significant drug/alcohol abuse; and (4) pregnancy.
The clinical research ethics committees of Beijing Anding Hospital approved the study protocol. Each participant provided his or her written informed consent.
Assessments
Each participant's socio-demographic data were collected with a questionnaire designed for the study. All participants were diagnosed with Structured Clinical Interview for DSM-IV-TR Axis I Disorder-patient Edition (SCID-I/ P). 16, 17 The 17-item Hamilton Depression Rating Scale (HAMD-17), 18 Hamilton Anxiety Rating Scale (HAMA), 19 and Young Mania Rating Scale (YMRS) 20 were used to assess depressive, anxiety-related, and manic symptoms, respectively. Therefore, QOL was assessed with Chinese version of WHOQOL-BREF, which had four subdomains: physical health (PHYS); psychological health (PSYCH); social relationship (SOCIL) and environment (ENVIR), the total score was a comprehensive subjective score of overall QOL. 
Procedure
Sociodemographic data were obtained for all participants included in the study. Eligible participants continued to complete symptom scales, WHOQOL self-assessment scales, and neurocognitive functions assessment. The selfdesigned questionnaire used a unified instruction and fill in a form. The subjects were completed independently. Clinical assessments were completed by trained psychiatrists. Inter-rater reliability remained within acceptable limits.
Statistical analysis
Data were entered using Epidata software version 3.1 and were analyzed using SPSS 25.0 for Windows (SPSS, Inc., Chicago, IL, USA). The one-way ANOVA was used to compare the demographic, clinical, QOL, and neuropsychological tests among the three groups, Bonferroni correction was used to measure multiple group differences. 25 QOL and cognitive function were subjected to analysis of covariance with significant demographic variables. ChiSquare test was used to analyze gender difference, marital status, and current drugs using among the three groups. Pearson or Spearman rank correlation analysis was performed to measure the associations of QOL with sociodemographic and clinical characteristics and performance on other neurocognitive tests. Stepwise Multiple Regression Analysis was used to identify factors that were independently associated with QOL. For all analyses, the level of statistical significance was set at p<0.05.
Results
Demographic and clinical characteristics
A total of 49 patients with MDD and 59 patients with BD in remission, 52 HCs who met the study criteria entered the study. The three groups did not differ with respect to gender, educational level, marital status, or current use of drugs. Members of the MDD group were significantly older than those of the other two groups (F=8.96, p<0.001). In the other hand, the patient groups did not differ with respect to duration of illness, but the age at onset of illness and recurrence times. In addition, patients showed significantly higher scores of HAMD and HAMA than HC. Patients with BD in remission scored higher on the YMRS than did patients with MDD or HC. Table1 shows the demographics characteristic and the score of HAMD-17, HAMA, YMRS.
Comparison of QOL and cognitive function among MDD and BD patients and HCs
Compared with HC, the MDD group had lower scores for the total WHOQOL-BREF and its subdomains (except ENVIR) (p<0.05). The BD group had decreased scores for WHOQOL-BREF overall, as well as the PHYS and SOCIL subdomains (p<0.05). MDD patients scored significantly lower on PSYCH than did BD patients (p<0.05). Figure 1 presents differences in QOL domain scores among the groups. Because age differed significantly among groups, we used age as a covariate for analysis of QOL. This had no impact on the results. Performance differed among the three groups only for tests of delayed memory in the RBANS subdomain (p<0.05). However, after Bonferroni correction, this difference was not significant. Compared with the HC group, the BD group had increased Scolor time on SCT (p<0.05). When age was used as a covariate, the significance of the result remained unchanged.
Variables associated with QOL among MDD and BD patients Table 2 shows the correlations between demographic and clinical characteristics, neurocognitive function, and different QOL domains in the group of MDD and BD. In MDD, female sex and older age were associated with higher scores on the SOCIL subdomain. Married patients scored higher on all domains related to QOL. Educational level was positively associated with SOCIL. Age at onset was positively associated with PHYS, PSYCH, and SOCIL. Residual depressive symptoms were inversely associated with scores on all subdomains related to QOL, as well as anxiety in the PHYS, SOCIL, and ENVIR subdomains. In the BD group, older age was associated with lower SOCIL scores. Recurrence times were positively associated with PHYS, PSYCH, and ENVIR. HAMD and HAMA scores were inversely associated with PSYCH. It seems that there is no significant correlation between QOL domains and neurocognitive function in MDD group, but what deserves to be mentioned is that attention deficits correlated with PSYCH and Dword time of SCT are associated with ENVIR in BD group.
Multiple regression analysis was performed to clarify the relationship between QOL and demographic and clinical characteristics. In MDD, the results showed that HAMD score was negatively correlated with all domains Tables 3 and 4 .
Discussion
The results suggested that the QOL of patients with the mood disorder such as MDD and BD suffered damage even in euthymic periods. QOL among MDD is inferior to that among BD. Marital status, age, HAMD score, and attention on RBANS correlated with QOL. The results of the present study indicate that patients with MDD in remission have impaired QOL in three domains: PHYS, PSYCH, and SOCIL. The finding that marital status was associated with increased QOL in MDD is consistent with the data in the literature of the previous researches. 26 Numerous studies have reported that functional recovery lags behind syndrome recovery, 27 and QOL improvement lags behind clinical response. 5 For instance, as previously reported, syndrome recovery does not necessarily result in a functioning comparable with that of healthy persons, which may be enduring subsyndromal symptoms. 28 Some experts in the treatment of depression have advice that achieving remission of symptom should be viewed as the primary goal. 29 In the present study, patients with MDD were in remission, but the HAMD scores of these patients remained higher than those of HCs, with negative effects in terms of QOL. Full remission is therefore needed to increase QOL and the speed of functional recovery. In addition, no domains of RBANS score and CST were associated with reduced satisfaction with QOL of MDD patients.
The results of the current study also indicate that patients with BD in remission have impaired QOL in two domains: PSYCH and SOCIL. This finding is consistent with previously published reports. 13, [30] [31] [32] These findings depart slightly from findings reported previously for a Chinese population, which stated that euthymic BD patients had significantly lower scores on assessments of the physical domain of QOL, compared with HC. 33 Besides, QOL is being treated as a material outcome of care alongside symptom treatment in numerous studies. [34] [35] [36] Furthermore, factors such as age, premorbid personality, and family support differed significantly between groups. In BD group, the QOL is negatively correlated with recurrence times, which seems unparalleled with previous study which proved that the optimal control of depressive symptoms as well as the availability of social support may enhance euthymic BD patients' well-being. 37 As for the comparison between MDD and BD groups, even controlled for age at onset and duration of illness, differences in WHOQOL-BREF domain scores were detected: the patients with MDD in remission showed lower score for PSYCH than that of BD. Obviously, there was a significant higher score of HAMD and HAMA in euthymic MDD patients than that of BD. In other word, MDD patients may fail to obtain full remission, which is defined as almost full recovery of depression symptoms to the level of a person without depression. *** *** *** * *** ** *** Figure 1 Comparison of WHOQOL-BREF domain scores between major depressive and bipolar patients, and healthy subjects. *p<0.05 (2-tailed). **p<0.01 (2-tailed). ***p<0.001 (2-tailed). Abbreviations: MDD, major depressive disorder; BD, bipolar disorders; HC, health controls; PHYS, physical health; PSYCH, psychological health; SOCIL, social relationship; ENVIR, environment; QOL, quality of life; WHOQOL-BREF, World Health Organization Quality of Life Scale Brief.
The cause of the difference in QOL may be the lack of research directly comparing MDD and BD in terms of symptoms related to depression and anxiety. However, these are speculations; future studies exploring the impact of personality as well as culture on QOL of different mood disorders are warranted. Studies have reported that patients with BD cause more severe functional disability than does MDD. 27, [39] [40] [41] Self-evaluation in terms of overall QOL (total scores in Table 1 ) yielded lower scores for patients with MDD or BD. The results presented above indicate that individuals with euthymic mood disorders continue to struggle with activities of daily life. It is therefore necessary to improve QOL, especially on physical and psychological domains, among patients with unipolar depression who are currently in remission.
Interestingly, though the RBANS score in patients with euthymic MDD or BD was lower than the individuals without mental diseases, the difference was not significant statistically except for the delayed memory in correlation analyses of the present study. Attention deficits did reduce the psychological satisfaction of patients with BD in remission, as did Dword time on the SCT for the ENVIR. These results do not completely accord with the views of the previous studies which showed that patients with mood disorders in remission suffer from cognitive deficits which was negatively correlated with QOL. [42] [43] [44] While it was in agreement with the figures in Chinese, explaining the nonsignificant association between cognitive deficits and QOL on account to the distress/protection model of QOL, 33, 45 which considered that QOL is a product of a manual effect of protective and distressing factors. The effects of non-pharmacological treatments such as repetitive transcranial magnetic stimulation (rTMS) may be considered as a promising tool for the enhancement of cognition. 46 Several limitations have to be addressed. Due caution is necessary to draw conclusions. First, this was a crosssectional descriptive study, as are most investigations of QOL. To be included in the study, patients had HAMD-17 score≤7 and YMRS score≤6 at intake. However, the possibility of fluctuations in subsyndromal symptoms during the euthymic period may not be excluded. The subsyndromal symptoms may impact on the WHOQOL-BREF domain scores differently. Because both the MDD and BD are chronic illness with not only multiple episodes but also fluctuating residual symptoms, it will be vital to conduct respective survey to assess QOL over extended periods. Second, the sample size is relatively small, which might have decreased statistical power. A larger sample size would have allowed the use of more complex regression models to explore the impact of a wider range of clinical and psychological factors on QOL. Additionally, we recruited the patients with euthymic BD I only, and the data between subtypes of BD were insufficient. Third, the data of socio-demographic, clinical information were gathered by recalling assessment and may, thus, be distorted by memory. The results of cognitive testing were assessed by a single rater. Different aspects of the assessment should have been implemented by different researchers blind to each other ideally. 
Conclusion
In summary, poorer satisfaction with QOL does persist in patients with MDD and BD even in remission, suggesting that keeping a finger on the pulse of developments in QOL enhancement will likely be important for clinicians treating either for MDD or BD. During remission period, the QOL of patients with MDD is significantly poorer than that of BD, which was correlated with depressive and anxiety symptoms, suggesting that syndrome recovery does necessarily result in QOL comparable to that of healthy individuals. It is indicated the importance of QOL assessment on mood disorder patients in both clinical practice and research. Efforts to treat residual symptoms and cognitive impairment may enhance QOL in both MDD and BD patients.
More studies with larger sample sizes are needed to examine the effect of demographic and clinical variables that could account for poor QOL in euthymic patients with mood disorders and compare the relationship and difference of QOL and cognitive function between MDD and BD. Additional studies will be necessary to confirm the findings reported above. Such efforts may contribute to the identification of patients who may require interventions aimed at management of QOL and rehabilitation of cognitive function. In the future, research into this vital area and as clinical trials are designed and new instruments developed. We suggest an emphasis not just on symptom severity and functional status but also on QOL as measured by the patient's selfreported level of satisfaction and perceptions. Maybe finding the inherent laws of QOL and mood disorders would provide us a new way to identify the recurrence of mood disorders.
